INTRODUCTION
Internationally, birth spacing is promoted as a strategy to save the lives of mothers and children. A short interval between pregnancies has been consistently found to increase the risk of uterine rupture, preterm birth, low birth weight, adverse perinatal outcomes, and impaired neurodevelopmental and cognitive outcomes (CondeAgudelo et al., 2007; Conde-Agudelo et al., 2006; Bener et al., 2012; de Jonge et al., 2014) . Children who lose their mothers early in life have been found to be at an increased risk for poor health and mortality (Anderson et al., 2007) . Folate depletion, unhealed scar of the V C The Author 2016. Published by Oxford University Press. All rights reserved. For Permissions, please email: journals.permissions@oup.com Health Promotion International, 2018; 33:311-317 doi: 10.1093/heapro/daw081
Advance Access Publication Date: 20 October 2016 Debate uterus from a previous caesarean section and infection transmission have been considered as risks, while much evidence has been gained to support the link between a short birth interval and adverse maternal and child health outcomes (Conde-Agudelo et al., 2012) . These findings suggest that birth spacing practices are critical for women living in poverty and having poor access to healthcare in ensuring health and well-being of their own and their children. In Afghanistan, one in every five married women of reproductive age gives birth to a child in less than 18 months from her preceding delivery (Afghan Public Health Institute, 2010 ). This in turn contributes to the highest maternal and child mortality rates in the world (Carvalho et al., 2012; Kassebaum et al., 2014; Wang et al., 2014) . While the percentage of married/in-union women of reproductive age practicing any contraceptive methods in developing countries increased from 51.8% to 62.0% between 1990 and 2010 (Alkema et al., 2013) , the practice in Afghanistan is limited to 1.9% for traditional methods and 19.9% for modern methods (Afghan Public Health Institute et al., 2010) . The prevalence of any contraceptive use among rural residents is close to half of urban residents (18.4% vs. 36.4%), and the prevalence in North and South areas is less than half of the Central area (14.8%, 16.0%, 33.6%, respectively).
Lack of knowledge does not appear to be the simple explanation for low contraception utilization. About 50% of Afghan women were aware of traditional contraceptive methods and 90% were aware of modern contraceptive methods (Afghan Public Health Institute et al., 2010) . A qualitative study among 39 postpartum Afghan women and men in Kabul identified that contraceptive use is not only influenced by knowledge level and educational background, but also by religious teachings and cultural norms and beliefs about family planning and contraceptive methods (Haider et al., 2009) . In order to understand the sociocultural phenomena about family planning and contraceptive use in Afghanistan, it is important to investigate the perceptions of multiple-stakeholders including mothers-in-law, religious scholars and health communities in a nation-wide context (Haider et al., 2009) . However, such studies have been limited in Afghanistan.
The aim of this study was to investigate the perceptions of reproductive-aged married women, their husbands, their mothers-in-law, religious scholars and healthcare providers in various places in Afghanistan towards family planning and contraceptive use.
METHODS

Study design
A qualitative approach using focus group discussions and semi-structured interviews was undertaken to explore perceptions of married women of reproductive age, their husbands, mothers-in-law, religious scholars and healthcare providers towards family planning and contraceptive use.
Study sites and participants
The study was conducted between May and June 2013 in urban and rural settings of five major provinces of Afghanistan: Balkh (northern province), Kandahar (southern province), Nangarhar (eastern province), Hirat (western province) and Kabul (central province with the capital). From each target province, 1-4 villages with reasonable security were identified by consultations with key officials and influential persons.
Married women aged between 15 and 49 years who were 'not currently pregnant' and 'had not given birth within the previous 40 days', and their husbands and mothers-in law were approached by a snowball method starting with village elders. In total, 482 married women from Balkh, Kandahar, Nangarhar, Hirat and Kabul, 194 mothers-in-law and 133 husbands in Nangarhar, Hirat, and Kabul agreed to participate in the study. In addition, we used a peer esteem snowball technique to recruit religious scholars who were famous for their knowledge, a good public speaker and able to encourage people to adopt proper behaviour. Healthcare providers who provided family planning services to many clients and were accessible through consultations with the field the relevant directorates of the Ministry of Public Health and non-government organizations (NGOs) at national and provincial levels were also approached. In total, 16 religious scholars from Nangarhar and Kabul, 36 healthcare providers from Nangarhar, Hirat and Kabul agreed to participate.
Data collection procedures
The data collection process was designed to create a culturally comfortable setting for the participants to talk about sexual issues. In order to avoid the potential for stifling openness, a trained note taker took verbatim notes on every statement the participants made in the focus group interview instead of using an audio recorder. Notes were checked for accuracy by trained FGD facilitators or interviewers immediately after each session.
Perception about family planning and contraceptive use of the married women and the mothers-in-law were explored through FGDs by a trained local female facilitator in a group of 8-12 participants separately. In total, 50 FGD sessions with married women and 19 FGD sessions with mothers-in-law were carried out. Perception about family planning and contraceptive use of the husbands, religious scholars and healthcare providers were explored through 30-45 min semi-structured interviews by a trained local male interviewer. In addition, a short structured interview was conducted individually with the married women, mothers-in-law and husbands to collect information regarding age, education, employment status, region of residence, knowledge about family planning (the married women only) and contraceptive use (by daughter-in-law for the mothersin-law).
Topics explored among the women, husbands and the mothers-in-law included personal and family attitudes regarding family planning and contraception (e.g. What is the ideal family size to you? What do you/your family think about contraceptive use from the Islamic and medical points of view?). Topics explored among the religious scholars included interpretations of the Quran and the hadith (e.g. What is the Islamic perspective on family planning and birth spacing?) and preaching to the followers (e.g. Have you ever talked about family planning with the followers?). Finally, topics explored among the healthcare providers included provision of modern contraceptives (e.g. What type of familyplanning methods do you provide?) and communication with clients (e.g. What are the common reasons of women rejecting a family-planning method when you advise them to practice?).
Data analysis
We translated the collected data into English, read them repeatedly to consider possible meanings, and identified segments of interview text related to the study objective using the interview guide as our initial framework (i.e. religious interpretation, medical interpretation). Two coders independently analyzed the segments, coded and grouped them into a particular theme or category. In this process, they also explored similarities and differences across sub-groups (i.e. group, age, sex) and in relation to contraceptive use. Accuracy of interpretation and classification were discussed together with the other researchers, and similarities and differences across subgroups (i.e. group, sex, age) in relation to contraceptive use were also explored and checked by the local interview supervisor and stakeholders (i.e. local and international NGOs, Ministry of Public Health). We continued the FGDs and interviews in each study site until no new codes emerged.
The study was conducted with the approval of the Institutional Review Board of the Ministry of Public Health, Afghanistan (356341) , and after obtaining written informed consent from all the participants.
RESULTS AND DISCUSSION
The socio-demographic characteristics of the married women, husbands, mothers-in-law are summarized in Table 1 . The religious scholar participants included 14 Sunnies and two Shias, and the healthcare provider participants included 14 medical doctors, 17 midwives and five community health workers. Table 2 shows contraceptive knowledge and use by education and residential region. Among the married women, 65.8% had heard about at least one contraceptive method and 42.3% reported current use. The percentage of having heard about family-planning methods was higher among women receiving more than 3 years of formal education (p < 0.01) and residing in urban areas (p < 0.05). Contraceptive use was higher among women who received more than 3 years of formal education (p < 0.01), but no difference was detected by residential urbanization (p 0.05).
Perception about desired family size
The majority of the married women, husbands and mothers-in-law perceived a bigger family as desirable. There were four reasons why they supported the idea and practice of having many children: 1) to be happy ('It is better to have more children because they are the fruits of paradise and give us happiness', a 35-year-old married woman of reproductive age, non-contraceptive user); 2) to secure the family's economic well-being ('The more children you have, the better it is, because they can improve our family's well-being', a 28-year-old husband, non-contraceptive user); 3) to have someone to take care of them in their old age ('Producing more children is better because they can assist their elderly parents', a 23-year-old married woman of reproductive age, contraceptive user); and 4) to compensate for possible loss due to disease or war ('I prefer many children to few children because of the high mortality rates', a 34-year-old husband, contraceptive user). A minority who preferred fewer children spoke of protecting the health of mothers and the difficulties in providing adequate care to many children ('Producing several children is not good. I have eight brothers. All of us are illiterate and facing problems because of it', a 29-year-old husband, contraceptive user; 'Children are not upright, if there are several of them, and just give annoyance and headache to a mother', a 28-year-old married woman of reproductive age, contraceptive user).
Having a large family is traditionally common in Afghanistan. The total fertility ratio in the country has been declining over past decades, but remains as high as 5.1 (Population Division, Department of Economic and Social Affairs, United Nations, 2015). Our findings reveal that desired family size is closely linked to the perceived impact of having more children on families' economic well-being. As close to 40% of the populations still live in poverty (Population Division, Department of Economic and Social Affairs, United Nations, 2015), campaigns addressing the benefits of small families are likely to encourage family planning and contraceptive use in the country.
Medical perceptions about modern contraceptive methods
Most people acknowledged the availability of modern contraceptive methods for parents who produced several children whom they can adequately care for, and wish to stop or delay childbearing. Some participants acknowledged the benefits ('Practicing the family Chi-square test: ** p < 0.01 Chi-square test; * p < 0.05 Chi-square test; ns, non-significant.
planning methods is righteous; lessening the mortality rate of mothers braces the family economy and a progress of life', a 25-year-old married woman, contraceptive user), but many perceived modern contraceptive methods as dangerous, leading to numerous side effects including decreased pleasure during intercourse, nausea, pain, bleeding, weight changes, hypertension, mood changes, mental disorder, shortened lifespan, brain disorders, tremors, hypercholesterolemia, anemia, cancer, facial spots, and life-time infertility ('My husband says the contraceptives leads to problems so do not use it anymore', a 20-year-old married woman, non-contraceptive user; 'My family disagrees with use of contraception due to a lot of side effects', a 41-year-old husband, noncontraceptive user). They did not only come from actual experiences, but also by hearing complaints from members of the community ('Our neighbors have used it and became permanently infertile', a 27-year-old married woman of reproductive age, non-contraceptive user) and the fear of using contraceptive methods ('I don't allow my daughter-in-law to use contraception. I am afraid of her developing sterility', a 47-year-old motherin-law; her daughter-in-law was not a contraceptive user; 'Women refrain from using family-planning methods from a fear of side effects and restrictions from families', female doctor). Our findings highlight prevailing concerns and complaints about the side effects of modern contraceptives in a community. In Afghanistan, oral pills, Depo-Provera injections, condoms and intrauterine devices were available free of charge at public health facilities and health posts. Familyplanning programs generally consist of education to provide information about available contraceptive methods and where and how to obtain them. Although the interviewed healthcare providers mentioned ways to educate clients such as the use of flip charts, visual models and simple words, none talked about communicating with clients to find their preferred contraceptive methods or to switch methods if suffering from minor side effects. Haider et al. (2009) identified medical misconceptions as one of the factors that hinder postpartum Afghan couples to use contraceptives, and the Rural Expansion of Afghanistan's Community-based Healthcare (REACH) project reported that rejection of contraceptive use is more strongly associated with medical misconceptions than cultural and religious perceptions (Huber et al., 2010) . Family-planning counselling in the maternity ward has shown marked success in increasing the percentage of postpartum women leaving the hospital with their preferred contraceptive method (Tawfik et al., 2014) . Expanding the provision of proper counselling is likely to mitigate concerns about side effects, find preferred methods and increase continuous use of contraceptives.
Religious perceptions about contraception
Desire to produce many children, perceived health benefits in family planning, and concerns for modern contraceptive methods were closely linked with religious interpretations. The participants, both religious scholars and followers, presented mixed religious interpretations with respect to contraception use. A majority of the religious scholars stated that family planning was generally not forbidden in Islam unless it harms the body ('In line with Islamic teachings, using family-planning methods is allowed and has no prohibition, but abortion is prohibited'; 'Using family planning methods is legal in Jafary jurisprudence, but total removal of the uterus and ovaries is not allowed'). They endorsed the practice of birth spacing by invoking a statement in the Quran about the child's right to be breastfed up to 2 years ('In order to fulfill the religious duty of breastfeeding a child, family-planning methods are allowed') as a way to ensure the healthy growth of children in poverty ('Birth spacing has economic value because it allows parents to fulfill the needs of their children and bring them up in a good manner'). However, a few scholars expressed clear opposition to family planning by invoking the Prophet Muhammad's wish to have more Muslims on doomsday ('Family planning is prohibited based on the saying of the holy Prophet Mohammad Peace Be Upon Him: I will be proud of the number of my followers in the hereafter'). Similarly, many followers believed that Islam encourages family planning, but some perceived it as a sinful act ('The local clergyman says that family planning is something evil and may even represent moral turpitude. There should be more Muslims in the world and we should not use contraceptives. My husband also says that family planning is a type of assassination', a 32-year-old married woman of reproductive age, noncontraceptive user) or considered it an idea that came from the outside ('We do not use contraceptives because it is not our custom', a 30-year-old husband, noncontraceptive user).
Some healthcare providers recognized the perception of family planning as a religious taboo that hinders people from using contraceptives ('One of the reasons that families refuse the use of contraceptives is that they assume it as a sin', female doctor; 'The main reason behind most females not following our advices is, that they say it is forbidden in Islam', community health worker), and advocated the importance of communication about family-planning benefits and contraceptive use in reference to Islamic law ('We use verses of the holy Quran and Hadith in our discussions while communicating with people about the family planning. Until now, no one rejected it totally, but in some villages they discuss the issue with us that the use of family-planning methods is illegal in Islam', community health worker). They perceived it possible to talk on an individual basis, but not to a group. On the other hand, none of the interviewed religious scholars had ever given a talk on family planning to their followers in groups. because some people resist and make retorts with different religious interpretations ('I have talked individually to people about using contraceptive methods, but not in groups about it from my altar during mosque services'). Haider et al. (2009) highlighted that religious interpretation influences the desired family size and breastfeeding practice among urban Afghan couples. Shaikh et al. (2013) argued that the great variation in contraception prevalence among Islamic countries is attributable to the extent of religious scholars' and religious teaching institutions' involvement in family-planning campaigns. Indeed, countries like Iran and Egypt that organized nation-wide family-planning campaigns with religious scholars and religious teaching institutions have shown historical success in achieving contraceptive use prevalence as high as 73.8% and 56.0% in 2000 according to DHS survey (Shaikh et al., 2013) . Also, the REACH project that mobilized religious scholars and disseminated information on contraception with the support of Islamic ideology was reported to have had success in increasing contraceptive use in rural communities (Huber et al., 2010) . Nationwide expansion of the aforementioned project and continued mobilization of a group of religious scholars and related institutions is likely to promote family planning and contraception.
Supply of family planning services
Lastly, difficulty in receiving family-planning services was raised in the current study as the reason for not practicing contraception. All the healthcare providers had experienced shortages of modern contraceptive stock and disruptions in supply, and one of the married women questioned the effectiveness of contraceptives that were inconsistently supplied. Moreover, nomadic participants pointed out the inexistence of any family-planning services nearby ('We are nomads. Where we live the contraceptives aren't accessible', a 54-years-old mother-in-law, daughter-in-law is a non-contraceptive user; 'We are nomads. The clinic is so much far away so we cannot reach family-planning services', a 40-years-old husband, non-contraceptive-user). These voices suggest that nomads were somehow neglected by family-planning awareness programs and services, and information may not reach the majority of this population. As about 1.5 million people are nomadic in Afghanistan, designing specific interventions for this group will improve overall contraceptive use in the country.
Strength and limitations of the study
Our study is unique in that it captures the perceptions of not only the reproductive age group, but also of the other key players in family planning in various provinces in Afghanistan, which is an ethnically diverse country. A few studies were conducted in Afghanistan to investigate perceptions or other factors that might influence family planning and contraception use, but the subjects were limited to contraceptive users in one community or area (van Egmond et al., 2004; Todd et al., 2008; Haider et al., 2009; Todd et al., 2010) . Due to resource limitations, we were not able to conduct interviews with husbands, mothers-in-law, religious leaders and healthcare providers in the eastern and southern provinces. Furthermore, our snowball sampling method and employment of an open discussion style among the female participants might have excluded minority opinions, and the practice of contraception was not always consistent with the stated barriers to contraceptive use. It is possible that a couple's decision on the use or non-use of contraception was influenced by other factors which were not included in the current study. Another limitation of the study is that the interviews were transcribed verbatim rather than recorded, thus limiting the selection of illustrative quotations and the analysis to the researchers who did not conduct interviews. However, the notes were rich in detail and the researcher spoke with every interviewer and supervisor after the data collection to confirm or correct interpretations. In the future, further research is needed to investigate the magnitude of each effect and possible interactions among the identified themes; this will help design effective interventions to promote family planning and contraceptive use in Afghanistan.
CONCLUSION
This study presents some voices of families, religious leaders and healthcare professionals about family planning and utilization of contraceptives by women of reproductive age in Afghanistan. It is important to increase awareness on the health benefits of appropriate birth spacing at community level. Public health campaigns to communicate the benefits of contraception and small families with support from Islamic religious scholars, and a system that ensures appropriate counselling and a steady supply of contraceptives across the nation are likely to increase contraceptive utilization in Afghanistan.
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